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www.sciencedirect.comEDITORIALTrauma care in Africa: Triumphs and challengesTrauma has largely shaped the development of emergency sur-
gery throughout the ages, with many of the advances in emer-
gency care and resuscitation emanating from the battleﬁeld.1
Africa is a continent of contrasts – part developed world, part
developing world; rich and poor combined. Trauma follows
infectious disease as the second leading killer of the people
of Africa.2 Much interpersonal violence has taken place in
Africa – from liberation struggles, to civil wars, to genocides3;
yet the everyday trauma of the mechanised killing machine,
known commonly as the motor vehicle, is the real menace to
the youth of Africa.4
The triumphs (because there are achievements in African
trauma care – not everything is negative): although the signif-
icant amount of trauma has been damaging to the population,
it has forged the development of expert surgeons, orthopae-
dists and emergency physicians; this plethora of pathology
has led to advancements in both operative and non-operative
management of penetrating trauma, pioneered in South
Africa5; the adoption of the Advanced Trauma Life Support
(ATLS) course (initially in South Africa (next year marks the
20th anniversary of the ﬁrst SA course), and then in parts of
North Africa and most recently in Nigeria)6; the Deﬁnitive
Surgical Trauma Care course for surgeons was pioneered in
South Africa (1999) and has become a worldwide respected
training initiative.7
The speciality of Emergency Medicine8 is another triumph
in Africa, with South Africa being the ﬁrst country in Sub-Sah-
aran Africa to formally register such clinicians.9 The emer-
gency medicine physician is specially trained to treat the
entire trauma load, as well as those who are acutely medically
ill. In the United States and other ‘‘western’’ societies, the
Emergency Physician is the entry point into the hospital
system. They are trained to acutely assess, manage and then2211-419X  2011 African Federation for Emergency Medicine.
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has successfully started residency training in Emergency med-
icine, and several other countries are looking to follow suit. A
South African led initiative brought about the establishment of
the African Federation of Emergency Medicine, which serves
as the professional organization for the continent.
The work performed in smaller African countries such as
Ghana in developing structured trauma care systems and dri-
ver ﬁrst aid,10,11 and in Nigeria where truck drivers are trained
to provide proper basic First Aid to road trafﬁc injuries12 are
worth recognizing. The World Health Organisation has spear-
headed the Essential Trauma Care (EsTC) and Prehospital
Trauma Care programs to draw attention to the increasing
burden of trauma in the developing world.13,14
The challenges (changeable conditions and things to im-
prove upon): war is tragic and the loss of life, the use of
child-soldiers and the rape and pillage of towns and villages
throughout the continent stand in stark contrast to the relative
peace in the First World; the fact that doctors who provide
trauma and emergency care can themselves become victims
of murder or rape is a true atrocity15,16; child abuse remains
a signiﬁcant cause of suffering and injury17; the limited re-
search into the underlying causes, and characterization, of
the increasing burden of injury limit the ability of many coun-
tries to enact proper strategies for intervention.
While South Africa has made some strides in providing an
accreditation system for trauma-capable hospitals by engaging
all the role players in the development of the criteria, the chal-
lenge is to expand this to other countries. Another challenge is
to develop Afrocentric trauma systems that will be relevant to
our countries, which in varying stages of development. These
systems would also have to be economically feasible for the
majority of countries to implement.18,19 Adapting the afore-
mentioned EsTC programs to align with the Trauma Society
of South Africa criteria may be the answer.
Along with many aspects of health care in Africa, money is
an incredible challenge.20 As a result of lack of funding, the
majority of African governments cannot provide Emergency
Medical Services, even at a basic level. Thus, many trauma
patients die at the roadside for lack of access to available
facilities. The burden of disease is frightening in severity and
number, especially when one examines the relative lack of
access to operative facilities and intensive care units across
Africa.18,21
54 EditorialTraining is an area of concern, with insufﬁcient trauma
training in most medical school curricula.22 This training must
include prevention, resuscitation, acute management and reha-
bilitation aspects, as all of these are under-developed in most
African countries. This training should ideally extend beyond
the ‘‘trauma centres’’ to include the rural level providers who
are often the initial point of patient contact. As there are insuf-
ﬁcient medical professionals practicing in most nations, there
is a delicate balance between providing service while allowing
personnel to attend courses to increase knowledge. If your
small hospital only has two practitioners, who will see the pa-
tients while they are away updating their skills? When training
is available, many cannot afford to attend the courses or may
be deterred through the difﬁculty in getting access to the train-
ing venues.
Furthermore, at the local facility level, many Emergency
Centres are lacking in the design, layout and ancillary services
(including access to properly trained referral specialists) to
provide a trauma care service to patients that is cost-effective
and also scientiﬁcally based. In addition in many African
countries the trauma is managed by surgeons primarily trained
in orthopaedics and this delays care for non-bony injuries. The
role of the cross-trained emergency medicine physician, who
can aggressively resuscitate and undertake appropriate diag-
nostic work-up, cannot be understated.
In summary, much has been achieved in the care of the
trauma patient, yet many challenges remain. The road ahead
in Africa should take a three pronged approach: research to
gain better understanding; pointed training to increase and
standardize knowledge, and continent wide collaboration to
hasten the development of systems in all countries. It behoves
all who look after emergency patients, irrespective of disci-
pline, to become competent and remain up-to-date in the
assessment and treatment of the injured. We must work to de-
velop systems that are relevant to Africa and ensure that the
disease is attacked at all levels: from prevention, to treatment,
to rehabilitation.
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